DISCUSSION.
Dr. MACCORMAC: Some of the features presented by this case suggest the possible diagnosis of an atypical form of Darier's disease, although the eruption is not on the usual situations. I suggest that a section be made as being likely to provide more precise information than can be obtained from inspection.
Dr. GRAHAM LITTLE: I support Dr. Dore's diagnosis. I think it is acuminate lichen planus, and I suggested to him it should be shown here because I think cases showing acuminate lesions without any plane papules are very rare.
Later ANote by Dr. Little.-Since seeing this case I have received from Dr. Wallhouse the report of a case he described at the Atlantic City Meeting of the American Dermatological Association which I attended, and the excellent photographs which illustrated the paper portray a condition very like the case under discussion. Wallhouse records his case under the title " Parapsoriasis lichenoides linearis," but expressly mentions that his case was, in fact, diagnosed as lichen planus by a number of competent dermatologists.
Case of Chronic Diphtheritic Granuloma. By E. G. GRAHAM LITTLE, M.D. THE patient is a South African, a major in the Indian Army, who was sent to France at the outbreak of war, and served abroad until two and a half years ago, when he was invalided home with the present disease. He was at the Third London General Hospital where he was seen by Dr. Pringle and Dr. Adamson, and finally by Mr. Ernest Lane, who sent him to me a few weeks ago. At the present moment he shows large medallion-like raised plaques, with warty centre and ulcerative edges on the side of the right foot and the dorsum of the left toes, and a later and similar plaque has developed on the left shoulder. There is, further, a history of an exactly similar plaque on the left wrist, which has completely disappeared without scar or pigmentation. He has in addition a peculiar granular warty ulceration in the orifice of the left nostril and a similar condition affecting the whole of the back of the hard palate and the fauces.
Section of Dermatology
My colleague, Dr. John Matthews, has been good enough to make an exhaustive search for organisms in the patches, and has demonstrated the presence of a bacillus which he cannot at present decisively declare to be the Klebs-ILoeffler bacillus, but from its staining reactions he considers it to be probably that organism. Further investigations will be made in the case and a subsequent *report offered. A complicating feature in the case is that the patient 'has had several attacks of gonorrhoa, with arthritis, and the possibility has certainly occurred to me that the plaques are examples of gonorrhceal hyperkeratosis (although I admit that I have never seen the mucose affected) and that the diphtheritic or diphtheroid infection is a secondary contamination. My colleague, Captain Douglas, tells me that this was a very frequent experience with wounds in France. Some clinical confirmation of the diphtheritic infection is afforded by the patient's statement that in two instances cases of true diphtheria developed in country houses in which he was a guest some time after his arrival there.
DISCUSSION.
Dr. MATTHEWS: I have but little to add from the bacteriological side. It is difficult to suggest that the diphtheria bacillus is alone the cause of the condition. I imagine the diagnosis might be helped by seeing what result followed giving some diphtheria antitoxin: if the condition cleared up under that chere would be no reason to call the case gonorrhoeal hyperkeratosis. The bacilli stain typically with Neisser stain, but do not show the usual involutioh forms. They are short bacilli, not like the usual strains of the Klebs-Loeffler. The guinea-pig experiments will not throw much light on the diagnosis, only on the degree of virulence. Clinically, I have no opinion to offer.
Dr. J. J. PRINGLE: I first saw this officer at the military hospital to which I was attached in the beginning of October, 1917. He had been admitted in the previous May suffering from dysentery with ulceration of the tongue. He was referred to me on account of an extensive granulomatous lesion on the back of tile left wrist, attributed, but I thought erroneously, to radiant heat applied for the relief of gonorrhceal arthritis of the joint. The growth was similar in appearance to some of the lesions which he now manifests on the foot, and probably, I think, identical with them in nature. It was carefully examined, after biopsy, for tuberculosis, syphilis, blastomycosis and streptothrix but with negative results and only some banal streptococci were discovered. At that time we were not on the look out for diphtheria organisms in lesions of the sort, so no special research was made in that direction. His Wassermann reaction was negative. The condition for which I saw him slowly subsided, leaving perfectly normal skin, but while in the same hospital I again saw him for epidermophyton invasion of the inguino-crural regions and interdigits of so Little: Chronic Diphtheritic Granuloma the feet, which yielded rapidly to routine treatment. He again came under my observation in February, 1919, on account of (1) a relapsing, vesicular and bullous eruption between the toes of only seven months' duration and not due to epidermophyton; (2) a hard, granulomatous-looking mass in the left nostril with an appearance like hypertrophic rhinitis in both nostrils; and (3) a curious -granular, rather warty-looking eruption over the fauces and palate, which I notice has now spread e,;tensively to other parts of the mouth. From this the spirillum of Vincent's angina was stated to have been isolated, and he had been treated with ten injections of a stock polyvalent vaccine without obvious benefit. Dr. Adamson, who saw the patient with me, agreed that despite the permanently negative Wassermann reaction and the absence of syphilitic -manifestations a short course of arseno-benzol might be of some service even for diagnostic purposes; but after only two injections the patient contracted influenza with some pneumonic complication, and nearly died. I must admit that none of the lesions on the feet or back suggest any gonorrhceal affection of the skin with which I am acquainted-; nor am I aware that gonorrhcea can produce the condition of mucous membrane present in the nose and buccal cavity, the appearances of which are utterly unfamiliar to me.
Dr. BARBER: This case resembles in some ways, the one I exhibited to the Section two months ago, but my patient never had any lesions of the mucous membranes. Moreover, the ulceration was much deeper than it is here, and the whole skin sloughed, leaving behind raw granulations. Still, the manner in which the lesion spread in this case much resembles that in mine. I should like to know if testing the agglutinating power of the patient's blood against the organism Dr. Matthews has isolated, would afford a positive result as evidence in favour of the organism being the cause of the ulceration. My patient's serum agglutinated the diphtheroid bacillus, which we isolated, in a dilution of 1 to 500, and the serum of the guinea-pigs in which we produced the disease, and from which we recovered the organism in pure culture, also developed very strong agglutinative properties. With regard to the use of antidiphtheritic serum, after I had shown my case we gave the patient during a period of five days three injections of 3,000 units each. These injections produced a large local serum reaction, but did not seem to have any result on the disease. We tried at the same time injecting -two guinea-pigs, one with the culture of the organism the other with the same quantity of culture pluts a certain quantity of antidiphtheritic serum. The guinea-pig which received the serum was very much smaller than the other, and one might have expected that it would develop a greater reaction than in the larger; but there was practically no reaction at all, and it formed no pus. But the larger one, as in the case of others we had inoculated, developed an abscess, which broke down, and formed a lesion not unlike those exhibited by the patient. I think the diagnosis suggested by Dr. Graham Little and Dr. Matthews is probably right, particularly because there are mucous membrane lesions. But from the experience of my case, I doubt whether they are dealing with the true diphtheria bacillus. It is more likely to be a diphtheroid.
